Non-valvular atrial fibrillation is a common problem in the elderly, occurring in 2% to 4% of the population > 60 years of age and it is one of the most common causes of embolic systemic events.
We report a case of intracardiac thrombosis mimicking myxoma as a complication of atrial fibrillation associated with a prothrombotic state.
Case Report:
A 60 year old patient was presented with a right atrial mass and a 3 vessel coronary artery disease. The patient had been sufferring from persistent atrial fibrillation. In the past he had a transitory ischemic attack and a lower leg embolism and also he did not receive any anticoagulation therapy.
He underwent coronary angiography which showed 3 vessels coronary artery disease. Transthoracic echocardiogram showed a freefloating right atrial mass of size 7.0 x1.1 cm with a highly embolic potential suggesting myxoma or thrombus and is shown in figure 1.
Patient underwent an emergency surgery. After institution of the cardiopulmonary bypass he underwent surgical exploration of the right heart chambers and pulmonary arteries with pulmonary embolectomy. No thrombi were found in the right atrium and ventricle but were found in the main, right and left pulmonary artery. He underwent a left internal thoracic artery by-pass graft to left anterior descending artery and a great saphenous vein by-pass graft to the marginal branch. The postoperative course was uneventful. The pulmonary embolism was subclinical. Gross examination of the operative specimen showed pieces of fresh thrombi which were confirmed later also by a histologic examination, and are shown in figure 2.
A search for a hypercoagulable state revealed normal thrombin, prothrombin and partial thromboplastin times, normal antitrhombin III, protein C and S and homocystein levels. Screening for anticardiolipin antibodies and lupus anticoagulant were negative. Genetic analysis showed heterozygous mutations of FXII C46T and PAI-1 (plasminogen activator inhibition -1). D-dimer and fibrinogen levels were increased showing an activated systemic prothrombotic and fibrinolytic state.
The patient received antithrombotic treatment with a low molecular heparin and warfarin and on postoperative day 7 he was discharged from the hospital in good and stable condition.
Discussion:
In atrial fibrillation the fibrillating left atrium creates low-flow conditions. In addition various hypercoagulable state markers such as factor VIII, fibrinogen, D-dimer, and von Willebrand factor have been shown to increase as in our patient who had an increased D-dimer levels. 1, 2 Right atrial and also left atrial thrombi can develop in several situations. First, hyperhomocysteinemia is associated with the presence of left atrial thrombus in stroke patients with non-valvular atrial fibrillation where homocysteine alters the thrombotic properties of the endothelium. 3 Moreover, intracardiac thrombosis associated with pulmonary embolism is also reported in patients with cardiac amyloidosis 4 and in patients with hypereosinophilic syndrome. 5 Also the risk of intracardiac thrombosis is increased in patients who have systemic lupus erytematosus with positive lupus anticoagulant activity or have medium or high levels of anticardiolipin antibodies. 6 Finally, intracardiac thrombosis with pulmonary embolism is described in Bechet's disease and in heparin-induced thrombocytopenia. 7, 8 The differential diagnosis of right atrial mass includes vegetation, tumor and thrombus. 9, 10 The most common primary tumor is the myxoma and fifteen percent of them arise in the right atrium and clinically both myxoma and thrombi can present with a pulmonary embolism. From the patient's history or examination there was nothing to suggest infective bacterial endocarditis or malignancy. In our patient preoperative investigations could not differentiate such a thrombus from a myxoma and the diagnosis was made postoperatively.
In conclusion it remains unknown whether prolonged heparin administration, thrombolysis, high-intensity anticoagulation with warfarin or surgical exploration is the best therapeutic approach. Regardless, the great size of the mass and the mobile appearance on echocardiography seemed to place our patient at high risk for pulmonary embolism and led us to choose the surgical exploration and the coronary artery bypass grafting.
Conclusion:
We reported a case of right atrial thrombosis mimicking myxoma in a patient with atrial fibrillation and subclinical pulmonary embolism. The definite diagnosis was made postoperatively. While sometimes the diagnosis is challenging, these patients are at high risk for pulmonary embolism and they need prompt intervention. 
